Quinones; phenolic detergent germicides; mercaptoamines; 4-isopropyl catechol Miscellaneous: Vitiligo; idiopathic guttate hypomelanosis diagnostic difficulty. However, hypopigmented patches on dark skin may be the first clinical feature of sarcoidosis (Patterson & Fitzwater 1978) , and it is therefore necessary to consider other hypopigmentary dermatoses in the differential diagnosis (Table 1) . A history of previous inflammatory dermatoses (e.g. eczema, psoriasis, or lichen planus) should clarify the diagnosis of post-inflammatory hypopigmentation. Pityriasis lichenoides chronica may present with widespread hypopigmentation in dark skinned patients, especially marked on the proximal parts of the limbs and axillary folds; the clinical diagnosis may be clear only after repeated careful examination for the characteristic scaly papule (Clayton & Warin 1979) . The hypopigmented macules of mycosis fungoides are found on the trunk and limbs (Ryan et al. 1973) and may be the first evidence of disease (Smith & Samman 1978) .
After fading of a roseolar type of secondary syphilis, the lesions may leave depigmented spots on a hypopigmented background. In late pinta, the skin over bony: prominences and on the extensor aspects of the limbs may become mottled, with areas of hyper-and hypopigmentation.
The multiple, small, faintly pigmented macules of lepromatous leprosy are not anaesthetic and may be accompanied by small flesh coloured nodules and plaques; this diagnosis can be confirmed by making a skin smear which will reveal acid fast bacilli ·in the lepromatous macules.
Several chemicals cause depigmentation of the skin at the site of contact; however, whilst the backs of the hands, forearms and face are the most affected areas, new depigmented patches may develop without contact with the chemicals (Bleehen & Ebling 1979) .
. The lesions of idiopathic guttate hypomelanosis appear as white macules with irregular outlines about 2-6 mm in diameter on the exposed skin (Cummings & Cottell 1966) . Patches of vitiligo in the early stages may be incompletely depigmented, but the symmetrical areas of well demarked 0141-0768/81/120923-03/$01.00/0 depigmentation, sometimes with a margin of hyperpigmentation, are easily recognized.
Although the histology of the hypopigmented lesions may be nonspecific (Clayton et al. 1977) ,a biopsy of a sarcoidal hypopigmented macule will usually show dermal sarcoid granulomas, thus confirming the diagnosis. The cause of the degenerative changes in the melanocytes is unclear. Clayton et al. (1977) proposed a possible circulatory disturbance affecting the nutrition of the melanocytes. More recently Breathnach (1980) suggested that the changes might possibly be a fixation artefact. He also postulated that the mitochondria of melanocytes might be particularly susceptible to autolytic changes. Electron microscopy has not elucidated the cause of this fascinating phenomenon. and 8% of the solid cancers in children (Wilms tumour and neuroblastomas being more common). Of these, 20% will occur in the genitourinary tract, and 75% of the vaginal lesions will be seen before the age of 2. It is a highly malignant tumour but in recent years the prognosis has been improved by a combination of surgery, irradiation and chemotherapy (Exelby et al. 1978) . A case is described where the initial treatment was unorthodox leading to a series of unusual clinical problems: the consequent vaginal stenosis was treated by cystovaginoplasty. This has not previously been reported.
Case report
In April 1955 a sixteen-month-old child presented with a granulomatous growth in the vestibule centred on the external urinary meatus and not obviously involving the vagina. The lesion was locally excised and radon seeds implanted. The clitoris, labia minora and lower two-thirds of the urethra were excised. The latter was surrounded by degenerating tissue containing a few islands of tumour.
In October 1955a biopsy of lymph glands in the right groin showed metastatic anaplastic tumour and the patient was given 2500 rad to both groins. In August 1956 a local recurrence was excised from the clitoral area. In July 1958 a block dissection of her left groin was performed although no tumour was discovered. She was noted then to be completely incontinent of urine. At examination under anaesthesia (EVA) in 1960 there was no growth, no urethra, a small stenosed vagina, and a complete vesicovaginal fistula ( Figure I ). In 1960 a urethral reconstruction was performed by Professor Chassar Moir, which very soon broke down. In 1962 the reconstruction was reattempted by Professor Moir and this time was successful (Figure 2 ). She remained more or less continent for many years but by 1974 was once again incontinent. Two muslin gauze sling procedures were performed, both of which failed, such that in 1976 an ileal loop urinary diversion was performed leaving the bladder in situ.
The patient was not seen again until 1980 when she presented with the problem of nonconsummation of her marriage.' She was physically incapable of intercourse since the vagina was tiny, stenosed and fibrosed (Figure 3) . It was felt that all conventional forms of vaginoplasty would be inappropriate and an attempt was made to perform a Figure J . EVA 1960. Small vagina with vesicovaginal cystovaginoplasty incorporating the urethra and fistula bladder into the vagina, thereby increasing the anteroposterior diameter and the length of the vagina. The patient was also started on hormone replacement therapy. A Foley catheter was inserted into the bladder to test for bladder sensation and in October 1980 the urethra and bladder were opened in the midline and the cut edges sutured together (Figures 3 and 4) .' Although there was now adequate room for intercourse various problems presented themselves: the prominent cervix, which has since been excised, the acute subpubic arch of the pelvis making intercourse difficult and, perhaps most significant of all, a lack of motivation on the part of the patient and her husband.
Discussion
No previous report of a cystovaginoplasty has been found. The indications for the procedure arose from her unusual initial treatment and clinical course, and its application to patients in the future must be limited. Nevertheless, since the trend now is for more radical chemotherapy and radiotherapy linked with more conservative surgery (Hays 1980) , certain patients treated by limited resection, despite success in the control of Figure 4 . EVA 1980. After cystovaginoplasty -allowing introduction of No.6 glass dilator the tumour at its primary site, have required subsequent urinary diversion because of bladder malfunction secondary to late effects of pelvic irradiation, chemotherapy and surgery. It is in patients such as these where the bladder is retained but has no function, in association with a vaginal stenosis, that the procedure may be applied.
It would be reasonable now to expect a fair degree of success with the new vagina created, but in this case success seems very limited. Perhaps partly due to the rather acute subpubic arch, the patient finds intercourse difficult and any motivation to overcome the problem seems to be lacking, due in part to the absence of puberty and the childlike nature of the patient. Generally, however, it seems clear that long-term problems in patients such as these will increase since the cure rate seems something close to 80% (Exelby 1974) . 
